Dr. Dan McKinnon, Ph.D. (Education)
Registered Psychologist

CLIENT INFORMATION

Name: _______________________________     D.O.B. _______________

Address: _____________________________________________________

Postal Code: ______________________

Telephone: (home) ________________________   

Parent /Guardian (if applicable)  __________________________________________                                       


Occupation:  ____________________________________________________


Contact Number: (home):____________________   (work)  ______________

Parent /Guardian (if applicable)  ___________________________________________


Occupation:  _____________________________________________________


Contact Number: (home):____________________   (work)  _______________

Doctor:  ______________________________________________________________

Medication: _________________________________  Dosage: __________________

School (if student): ______________________________________________________

Emergency Contact Name:________________________________________________

Emergency Contact Telephone: ____________________________________________

